Objective To identify factors reducing compliance at diagnosis, treatment, and review stages among women referred with abnormal cervical smears to a hospital colposcopy clinic.
Conclusions -Compliance may be improved by promoting women's understanding Introduction The effectiveness of follow up and treatment of women with abnormal smear test results is essential if the cervical screening programme is to succeed. Clinicians providing the local district colposcopy service had expressed concern about the amount of defaulting from clinics: 3 1O% of 3067 colposcopy appointments for diagnosis, treatment, or review in a 12 month period had not been kept.
Published work has concentrated on the organisation of cervical screening rather than efficiency and effectiveness of follow up of women with abnormal smear test results.' Posner and Vessey2 and Quilliam3 recently indicated that emotional responses such as fear, embarrassment, stigmatisation, anger, and guilt play a greater part in women's response to colposcopy than previously suggested. Marteau et al reported very high anxiety levels in women referred for colposcopy.4 Analysis of attendance at this district colposcopy clinic by age group had indicated that defaulting was more likely in younger age groups, but little else was known about the pattern of defaulting or its reasons. This study aimed at identifying the factors influencing non-attendance of new and returning patients at this colposcopy clinic so that necessary service changes could be implemented to reduce defaulting. It was approved by the local ethical committee.
Methods
The women in the study had been referred to the colposcopy service, which provided most diagnostic and treatment facilities for the local district health authority population of 270 000 as well as for referrals from adjacent health authorities. The A sampling technique stratified default using the proportions from the four categories of the retrospective study. However, all women who were identified as having defaulted at the diagnosis, treatment, and first check up stages were included, firstly, because of the few women in these categories which required all to be interviewed to obtain an adequate sample and, secondly, because they were seen to be at greater risk of disease. A further sample of women who attended their clinic appointments regularly through to discharge were selected as controls from those currently being discharged from the clinic to their general practitioners. Women who had defaulted on one occasion several times during care were excluded.
Women selected for interview were sent a letter requesting a home interview by CC. Interviews were structured and based on a questionnaire which contained both closed and open questions (box). They were tape recorded and their content analysed, according to the following major themes: attitudes, behaviour, communication, accessibility, emotional responses, sensitivity, choice, and cultural understanding. Women were asked their reasons for not attending the clinic. Their initial responses were considered the explicit reasons for default; other reasons expressed later during the interview were considered implicit reasons.
Some of the sociodemographic variables (age, source of income, marital status, employment status, and education after age 16 years) and number and age of children were examined by x2 distribution. Significance was taken at the 5% level. Information on postcode was used to identify each women's local authority ward of residence, which allowed a different estimate of socioeconomic status, by using the ward deprivation index.
Results

RETROSPECTIVE STUDY
A total of 251 women were identified in the default register; 13 files could not be found and the study was therefore based on information about the remaining 238 women who defaulted. Of 236 attendees identified, 21 were excluded because they had defaulted Sanders, Craddock, Wagstaff Table 2 shows the sociodemographic details of defaulters and attendees. Defaulters were 
